This study investigatedlay subjects' theoriesof schizophrenia. A questionnaireexamining thefive identified mainacademic theories ofschizophrenia (medical, moralâ€"behavioural, social, psychoanalytic, andconspiratorial) along various dimensions (aetiology, behaviour, treatment, functionof the hospital,andthe rightsanddutiesof bothpatientsandsociety)wasconstructed foruseinthestudy. The results from106 layrespondents showed thatno single modelwas favoured exclusively butseemed topoint toa synthesis ofseveral academictheories. The lay subjectsstressedthe importanceof patientenvironmentin the aetiologyof schizophrenia rather than a physiological malfunction, but tendedto stress the personal rights of the schizophrenic. The differencesbetween lay and the currentlydominantpsychiatricmodels arediscussed intermsofthefunction thesemodelsserveforeachgroup.
degree by the reception society accords the mentally ill, which is in turn dependent on popular attitudes and beliefs. It is, therefore, important to understand lay theories of schizophrenia and other mental illnesses. Farina & Fisher (1982) have distinguished between thepublic's attitudes (subjective feelings) and beliefs (objectively verifiable knowledge), as research has shown them to have many different properties, the most important being that while attitudes havearather weakrelationship tobehaviour, the relationship between belief and behaviour is much more comprehensible, useful, and promising (Furnham, 1988).
There is an extensive but diffuse literature on attitudes towards mental disorder (Sarbin & Mancuso, 1971 , 1978 Crocetti et al, 1971 Crocetti et al, , 1972 Norman & Malla, 1983; Prins, 1984; Eker, 1985; Malla & Shaw, 1987) . One of the most exhaustive and important reviews was that of Nunnally (1961) , who found that the mentally ill are regardedwith â€oe¿ fear, distrust and dislikeâ€•across social groups, with only a little variation withage,sex, or education.
Nunnally (1961) factor analysed questionnaires concerning what the general public knew about mental illness (containing statements such as â€oe¿ nervous breakdowns seldom have a physical originâ€• and â€oe¿ the insane laugh more than normal peopleâ€•) and found ten interpretable factors, suggesting fairly complex beliefs. In contrast to the attitudinal findings, there were marked differences between the beliefs of older and younger people, and between the more and less educated, but lay persons' views were not very different from those of the â€˜¿ experts', a finding which may be interpreted either positively or negatively. Rabkin (1972) reviewed studies of the US public's attitudes towards mental health and found similar rejecting attitudes in the majority of cases. An example of these â€˜¿ closed ranks' was found by Cumming & Cumming (1957) , who tried to promote more accepting attitudes towards the mentally ill. They found that people agreed with two propositions: that the range of normal behaviour is wide and that deviant behaviour is not random but has a cause and thus can be understood and modified. However, the respondents totally rejected the idea that normal and abnormal behaviour lie on a continuum and are not qualitatively different.
Attitudes to the mentally ill are related to demographic and psychographic factors. Clark & Binks (1966) found that the younger and better educated respondents in their survey had more liberal attitudes towards the mentally ill. In a cross-cultural context, Shurka (1983) surveyed Israeli Arabs and replicated both the general findings of negative attitudes to the mentally ill and the general lessening of stigmatisationwithgreatereducation.Furthermore, the fact that these attitudes are related in some way to belief systemswas demonstratedby Christianrespon dents who showed lessnegative attitudes than the other religious groups tested. However, in a test of the attitudes of Swedish university students Am etal(l971) found few prejudiced attitudes, again showing a link between education and more positive opinions. They also discovered more positive attitudes among women, political radicals, andthose witha family history of mental disorder. Psychiatric training also led to more benevolent attitudes, with an increase in tolerance and a reduction in social distance. Gelfand & Ullman (1961) also found that psychiatric training led to a more liberal, humanitarian outlook, with more emphasis on treatment than control.
A difficulty arises in the interpretation of some of the studies described above in that the beliefs studied are those about mental illness in general, instead of a particular disorder. It seems unlikely that beliefs about such distinct disordersas schizophrenia, depression, and neurosis would be highly homo geneous. Therefore,some researchershaveinvestigated attitudes and beliefs concerning a single disorder, such as depression, while ignoring others, such as schizophrenia.
Rippere (1977, 1981) looked at common-sense notions of depression and found that there is much understanding and consensus as to the cause and treatment of depression. This is presumably due to the widespread nature of the disorder and the increased ability of lay persons to empathise with those suffering depression, having experienced similar problems at some point in the past. If this reasoning is correct, then similar research into schizophrenia is unlikely to fmd any such consensus, since the disorder is less common and less under stood. Fumnham & Rees (1988) surveyed lay theories of schizophrenia (both beliefs about schizophrenia and causal explanations) and found a misconception about what the disease actually was, most of the respondents adhering to the view that it meant that the patient was suffering from â€˜¿ split personality'. Four factors emerged from the belief questionnaire, the first concerning the dangerousness of the schizophrenic, especially the unpredictable nature of the disorder. The other three factors dealt with the amorality, egocentricity, and vagrantnatureof the schizophrenic. The factor analysis of the questionnaire dealing with causes revealed implicit theories which showed a link between explicit academic and lay theories. Factors emerged alluding to attentional deficits, stress, biology, genetics, and brain damage. Supporting the views of Sarbin & (1971, 1972) , subjects tended to adhere to a psychosocial model â€"¿ social stresses and family conflicts were seen as the causes rather than the organic disorders postulated by the medical model. However, the study was limited to investigation of only the medical (or organic) and social explanatory models.
Mancuso
It was the purpose of this study to extend previous research and investigate the public acceptance of the full range of academic theories currently put forward to explain the schizophrenic disorder. In their paper â€oe¿ Models of madnessâ€•, Siegler & Osmond (1966) attempted to sort the plethora of theories categorising schizophrenia into models, described along several dimensions which could then be compared. What these models provide is a summary of modem scientific theories of schizophrenia, and they are described briefly below, using the Siegler & Osmond (1966) dimensions most relevant to the study of lay theories. It should not be assumed that those planning the treatment of schizophrenics always adhere to a single model and that models are mutually exclusive.
Academic models of schizophrenia

The medical model
This is the dominant organic conceptual model for the understanding of the somatic illness, and has a similar although less marked dominance in the treatment of mental ifiness. Schizophrenic persons are in most cases called â€˜¿ patients', reside in â€˜¿ hospitals', andareâ€˜¿ diagnosed', given a â€˜¿ prognosis', and â€˜¿ treated', all a reflection of this dominance.
Aetiology. The medical model regards mental malfunction such as that found in the schizo phrenic patient as a consequence of physical and chemical changes, primarily in the brain. The aetiology ofschizophrenia is unknownatpresent, but there has been much researchduring the past half-century, with modernworkers using a variety of brain-imagingtechniques such as computerised tomography (CT), regional cerebral blood flow (rCBF),and positron emissiontomography (PET). Twin (Gottesman & Shield, 1972) and adoption studies (Kety eta!, 1968) haveconvinced most researchers that a genetic factor is involved.
Other researchers have concentrated on brain biochemistry, and there is evidence that excess dopamine (a neurotransmitter which plays an important role in arousal and reinforcement) may cause schizophrenic symptoms (Miller, 1984; McKenna, 1987) .Finally, some researchers hypoth esise the existence in schizophrenics of brain abnormalities such as enlarged cerebral ventricles (Waddington, 1985) , possibly caused by a virus (Machon et a!, 1983) .
Behaviour. The behaviour of schizophrenics is a symptom of their illness, and it has no real interpretative value except asa roughindex ofthe severity of the disorder. Treatment. Treatment consistsprimarily of medical and surgical procedures, such as use of neuroleptic drugs. Function of the hospital. The function of the hospital is to provide an environment which facilitates the care and cure of those suffering from the disease. Rights and duties of the patient. The schizo phrenic has the right to the â€˜¿ sick' role, an ancient and respectable role. The full load of adult responsibility is reduced and patients are regarded with sympathy, as the condition is no fault of their own. Equally schizophrenics have the duty to cooperate with the staff (taking medication and reporting to the psychiatrist when required) in working towards the goal of their own improvement. Rightsanddutiesof society. Societyhastheright to restrain those suffering from schizophrenia who may be temporarily dangerous, but it is the duty of society to be sympathetic to the schizophrenic.
The moralâ€"behavioural model
The moral-behavioural model is best known in the treatment of phobias and other neurotic disorders and is most concerned with the overt behaviour of the schizophrenic.Schizophrenicsare seen as suffering for their â€˜¿ sinful' behaviour in the past.
Aetiology. The aetiologyof schizophrenia is to be found in the process of learning from others with similar behaviour, or other inappropriate learning experiences. Behaviour. All schizophrenicbehaviour is to be taken at face value, and requires evaluation instead of interpretation. Much schizophrenic behaviour contravenes moral or legal principles, and this is the key to both understanding and curing the disorder. 
1981).
Functionof the hospital.The hospitalactsasa correctional institution, differing froma prison only in that the patient has broken social rules rather than laws. Inside, the atmosphere may be one of a â€˜¿ total institution' that facilitates the changing of behaviour. Rightsand dutiesof thepatient. Schizophrenics have the right to be released as soon as their behaviour is acceptable to society, but are expected to cooperate with the treatmentand take responsibility for their actions: there is no â€˜¿ sick' role. Rightsanddutiesof society. Societyhastheright to impose such sanctions as incarceration on those whose behaviour violates currentsocial rules, and the duty to provide places for the treatment of such deviance.
The psychoanalytic model
The psychoanalytic model of schizophrenia differs from the others in that it is interpretative, treating the patient as an agent capable of meaningful action. Rather than seeing patients as â€˜¿ acted on' by various forces (both biological and environmental) which cause them to behave in certain ways, the psycho analytic conception of schizophrenia is concerned with patients' intentions, motives, and reasons (Ingleby, 1981). Vaughn & Leff (1976) found that relapse in schizo phrenics was higher in families where there was a high degree of expressed emotion (i.e. negative, critical attitudes and emotion-laden statements directed towards the schizophrenic). Behaviour. The behaviour of theschizophrenic is a symptom of the wider problems of society. Treatment.There is no individualtreatmentin the social model. Instead what is requiredis large scale social change to reduce the stresses on individuals and thus reduce the incidence of mental illness. Functionof the hospital.The socialmodelsees the hospital as a â€˜¿ dumping ground' for the poor and others unable to live in the world outside. This is reflected in the practices of some hospitals that seem to be orientated less to providing a cure than to providing shelter. Rights and duties of the patient. The schizo phrenic has the right to sympathy. Rightsanddutiesof society. Societymustchange so as to reduce the stresses on people and thereby provide a cure for mental illness.
Aetiology.Unusual or traumaticearlyexperiences
The conspiratorial model
The conspiratorial theory, in the form put forward by Szasz (1987) , is perhaps the most radical conceptual model of schizophrenia in that it denies the existence of mental illness (as a physical disorder) and stands in direct opposition to the medical model.
Aetiology. Since there is no physical disease, there
is no physical cause. Mental illness is not â€oe¿ something someone hasâ€•, but â€oe¿ something some one does or isâ€•. Psychiatric diagnoses are stigmatising labels applied to persons whose behaviour offends or annoys others, and are used to control eccentric, radical, or politically harmful activity. Behaviour.The behaviourof the schizophrenic is a direct consequence of the way the person has been treated by others. Treatment.The conspiratorial modeldeniesany â€˜¿ treatment' or â€˜¿ cure' in the normal sense. To deal properly with schizophrenics, one must respect their right to behave as they wish (within legal limits). If the individual seeks help, then it should be provided, but there should be no coercion. Function of the hospital. Despite its outward appearance, the hospital serves as an establishment This study was therefore concerned with the acceptance by lay people of the various academic theories of schizophrenia, the internal coherence of the responses of lay people to the questions dealing with dimensions of the same model, and the demo graphic variables such as age, sex, and experience (with schizophrenia and other mental illness) that might correlate with the acceptance or rejection of certain models. A questionnaire was constructed with items describing the five models along the eight dimensions listed above. Furthermore, because Furnham & Rees (1988) have found that most people still believe that schizophrenia means the patient has a â€˜¿ split personality', itwas decided toinclude a brief description of the symptoms and behaviour of schizophrenics in the questionnaire so as to avoid confusion with the multiple personality syndrome.
Method
A total of 106 subjects completed the questionnaire, of whom 59 were female (55.7%). There were 36 full-time universitystudents, 16 student nurses, 40 people in full time occupation, and 14 unemployed people. They were part of a university subject panel of volunteers. Ages ranged from 18 to 60, with an average of 23; 33% of respondents were in the age range 17â€"20, and 33% in the range 21â€"30. responsesin a particulardirection;however,it wasthought necessaryin order to ensure that lay people were actually considering schizophrenia itself rather thansomeother mental illness.
Most subjects filled out the questionnaires in their own time and returned them to the researcher by hand or throughthe post. The data werecollectedin 1989/90.Fewer than 5% failed to respond or handed in incomplete questionnaires.
Results
The mean scores on the seven-point scale of all 72 questionnaire items are given in the Appendix. The scores from questions describing the same dimension of each model were averaged, and the mean values for each dimension for all five models are given in Table 1 .
In the medicalmodel, the highestmeanvaluewas for items describing the patient's right to sympathy and the duty of societyincaringfortheschizophrenic. However, subjects tendedto disagreewith this aetiologydimensionin the medicalmodel(meanscoreof 3.33).Themoral-behavioural model was the one with which subjects had most disagreement. The moral-behavioural model yielded 16 significant results out of 28 (57'lo). Taking the behaviour dimension to be most relevant to internal coherence, the researchers correlated it significantly with the treatment, rights, and duties of the patient and rights of society. There were nine significant results out of 21 intercorrelations of the psychoanalytic model (42%). The aetiology dimension was significantly correlated with only the behaviour and patients' rights dimensions. The social model yielded 11 significant results out of 15 intercorrelations (73%). The aetiology factor was significantly correlated with the behaviour, treatment, hospital function, and societal duty dimensions. There were 21 intercorrelations of the con spiratorial dimensions, of which 16 were significant (76%).
could be split into two submodels forming coherent models in themselves. The first deals with aetiology, behaviour, and treatment, and the second with the â€˜¿ sick' role and its attendant rights and duties. In the case of somatic illness, these two submodels form a complete guide to the pathogenesis and manage ment of the disorder, yet it seems the lay respondents wished to confer the benefits of the â€˜¿ sick' role on the schizophrenicpatientwithout necessarilyagreeing that the disorder has an organic origin.
The mean values of the dimensions of the moral behavioural model showed that the respondents disagreed with the aetiology, behaviour, and treat ment dimensions, but agreedwith those items dealing withtheduties ofsociety inproviding places todeal with schizophrenics. The clearest statement of the respondents' dissatisfaction with this model was the high mean response given to the item suggesting that schizopbrenics should not be judged morally for their actions (question 52), a suggestion which is contrary tothefundamental proposals ofthis model.The high mean value accorded to the hospital-function di mension may seem incongruent with the â€˜¿ sick' role factor describedabove, since the moral-behavioural model sees the hospital as a kind of prison, but analysis of the scores for the individual hospital function questions showed that 73Â°lo of respondents totally disagreed with the contention that the hospital should be a correctional institution and that the high mean value was mainly due to the other questions pertaining to the hospital function of this model, suchasthose concerned withfacilitation ofrecovery.
In general, the psychoanalytic model received a favourable reception from the subjects in this study.
Subjects agreed that schizophrenic behaviour had some meaning and was neither random nor simply a symptom of an illness (Cumming & Cumming, 1957). They also thought that psychotherapy was more likely to help these patients than any treatment offered by the other models. Items pertaining to the psychoanalytic model loaded on both factor 2 (the â€˜¿ sick role') and factor 1, which dealt with stress as a causal agent and accounted for more variancethan any other factor. The two items with the highest mean values on this factor were the psychoanalytic explanation of the cause of schizophrenia as traumatic experiences in childhood and the inter pretation of the behaviour of schizophrenics as in some way symbolic of their problem.
Only six dimensions were used to describe the A seriesof one-wayANOVAswascomputed itembyitem in order to see whetherany of the three demographic variables (sex, age, and previous experience with the mentally ill in general and schizophrenics in particular) were significant determinants of responses to the questionnaire.
Therewereno moresignificantdifferencesin any of the variablesthan would have been expected by chance, indicatingthat the subjectdemographicand experience factorsin this sampledid not relatesystematically to the schizophreniaquestions.
Discussion
This study dealt with lay beliefs about schizophrenia. The results indicate that the complete medical model behaviour, treatment, hospital function, and duties of society, showing that the subjects responded to these items as a relatively coherent model. Social items were also contained in the stress factor and factor 4, which dealt with the â€˜¿ hidden' function of the hospital.
The dimensions that received most positive responses in the conspiratorial model were concerned with the treatment and rights of the schizophrenic. Although some of these items were included in the â€˜¿ sick role' factor, they made up a significant proportion of factor 3, which dealt with the right to personal freedom of schizopbrenics.The item with the highest mean value in factor 3 was that dealing with the wrongfulness of commitment to an asylum when a patient had not committed a crime. Items from the conspiratorial aetiology were also included in factor 1, relating to interpersonal stress, and in factor 4, dealing with the function of the hospital as a prison for deviants and other unwanted members Factor 3 is concerned with civil liberties and showed that schizophrenicsshould be accorded basic human rights and freedoms despite their condition, and this can be interpreted as a rejection of society's right to commit schizophrenic patients when they have broken no law. The function of the hospital is dealt with by factor 4, which indicates that people are aware of the fact that mental hospitals can often be used in ways that have little to do with care and cure, even if these are the professed and correct aims. Thus, subjects in this study seemed to hold a view close to that of the conspiratorial theorist, Szasz (1987) . Finally, the remainder of the dimensions of this lay model seems to be summed up in factor 2 as the â€˜¿ sick role', which in the form found in this study is important to some degree in all models except the moralâ€"behavioural. Subjects had strong beliefs that there should be little difference between the treatment of schizophrenics and people suffering from somatic disorders.
The lay model appears to defy reduction or language is simply convenient and stems from experience of expert usage rather than any implicit agreementwith the medical model. Possibly, the popularity of the proposals of the psychoanalytic model is due to the fact that they are similar to the forms of understanding used by lay people. Explanations of human behaviour often proceed by showing that the behaviour is rational in light of the subject's beliefs and desires, so it seems that the psychoanalytic approach is closest to everyday theories in its understanding of individual behaviour and thus is rated as most useful (Ingleby, 1981 ). Yet, lay people are often perplexed and repelled by some psychoanalytic interpretations of their behaviour which go beyond people's own understanding of themselves (through so-called â€˜¿ depth hermeneutics') to provide explanations of the observed behaviour. What is being hypothesised is that both lay and psychoanalytic approaches use the same method of interpretation and that this may account for the relative popularity of the psycho analytic model as a key to understanding schizophrenia. It seems that lay people have not been converted to the medical view and prefer psychosocial explanations. However, it also seems that the subjects in this study accorded the schizophrenic the â€˜¿ sick role' despite the social aetiology. One of the main aims of the proponents of the medical model was to see that the mentally ill receive the same sympathetic treatment as the physically ill, and the hope was that a belief in a physical aetiology would facilitate this. However, in trying to equate the rights of the physically and mentally ill, it looks as though the proponents of the medical model may have been 
